The title of my paper, as it appears upon the program, is somewhat misleading, as it would indicate that I expected to deal with complications arising during tonsiloadenoidectomies, which is by no means my intention, and I trust you will pardon the attempt to discuss one complication present before operation.
I have a feeling of considerable hesitancy in appearing before you with this modest paper, and I hope you may not think that it is with any presumptuous idea of teaching you anything new, but rather that we may rehearse together some of those conditions which I desire to call complications in tonsil and adenoid work. I prefer to call them complications rather than sequel<e, inasmuch as they frequently antedate the attention to the tonsil and adenoid. Weare frequently consulted for the purpose of treating the complications, and the cure of the complications depends upon the active and judicious management of the actual cause, of which the patient and his family are wholly ignorant, or have been grievously misinformed.
It will be obvious to you that it would be utterly impossible for me to take up for discussion more than one of the very many complications in the time allotted; nor would I feel myself justified or qualified in making the attempt. It should not be amiss, however, to name over some of them, just to refresh our minds and make us realize that there are other parts of the human body that should interest the laryngologist *Read at the meeting of the Philadelphia LaryngologicaI Association, January 4, 1916. besides the much censured and abused tonsil, which we should well consider, in such a far-reaching combination of afflictions, before we proceed with our treatment, and which should be our aim and guide in determining the proper method of procedure.
We may say that a lymphadenitis of the globe and orbit is not -rare, that we may have rhinitis, pharyngitis, laryngitis, accessory sinus disease, bronchitis, swollen and suppurating glands in the neck, obstruction to breathing, short lip, lack of development of the superior maxill.e, high palatal arch, deviated septum, irregular spacing and malposition of the teeth, which at once leads us into the comparatively new but most important field of orthodontia, defective speech, tuberculosis, nephritis, endo-and pericarditis, septic arthritis and metastatic abscesses, otitis, mastoiditis, perisinuitis, sinus thrombosis, brain abscess, and so on. These, then, are some of the conditions frequently present as a complicating factor in our tonsil and adenoid work; but there is only one which shall be considered at this time-otitis media. The mention of any complications during or subsequent to operative treatment has been intentionally omitted.
In the consideration of otitis, no attempt shall be made to describe the anatomy of the parts involved, except insofar as the anatomic structures may have a bearing upon the mechanical cause. It is quite certain that otitis, whether of a mild chronic variety, leading to tinnitus, otosclerosis and loss of hearing, or of a severer type, leading to an acute or chronic suppurative process, is produced by several modes, which may be said to be mechanical, including obstruction, inflammatory and bacterial. Several modes of mechanical cause may exhibit, as, for instance, direct obstruction by adenoid tissue in Rosenmiiller's foss.e, or packed directly about the funnelshaped orifice of the eustachian tube. Small adenoid vegetations so placed are capable of causing more harm to the ear than larger masses centrally located in the epipharyngeal space. Just what the exact relation of the pharyngeal musculature is to the ventilating processes of the ear is perhaps not any too well understood, but certain it is that the palatopharyngeus muscle extends to the pharyngeal orifice of the tube, so tr..at inflammatory states in the closely associated tonsil, and necessarily in the pillars, may readily extend along the pharyngo-palatin folds to the mucosa of the tube and thence to the middle ear. Persistent ch~onic and oft-recurring inflammatory conditions in the tonsil, and secondarily in the pillar and pharyngeal muscles, will greatly impair their function, resulting in the impairment of the muscular mechanism controlling the patency of the tube. Normally the tubal epithelium is ciliated, the movements of which cilia are toward the epipharynx, for reasons which are perfectly clear. From repeated inflammatory attacks in the tube this function is impaired or lost, and consequently when infecting material, laden with a variety of pathogenic bacteria, is forced into the tube by sneezing, coughing, blowing the nose, or by any of the numerous modes, the function of the ciliated epithelium being greatly inhibited or lost, these bacteria have an unimpeded passage to the middle ear cavity-a through ticket, so to speak-with rarely an attached return coupon. Once having gained access to the cavity, suitable media and conditions for prolific propagation having been found, it depends only on whether sufficient resistance to the invasion is present, whether or not a suppurative process is created.
A study of the bacteriology of suppurative otitis soon becomes convincing of the fact that a number of different germs are capable of producing this disease, the variety depending entirely upon the variety of germ present in the epipharynx at the time infection took place. Probably the most common is staphylococcic, which is followed by streptococcic as a close second. Pneumococci, the germ of influenza, whatever this may be, micrococci catarrhales, colon bacilli, and undoubtedly the organisms of scarlet fever and measles, which unfortunately have not been isolated with a certainty, but perhaps are closely allied to streptococci, are capable, either in pure culture or in mixed infections, of causing most intractable suppuratipns. Bacteriology has conclusively shown that anyone of these or all of tJ1em may be present in the crypts, and even in the stroma of the tonsil which is diseased, from which they are easily distributed to the entire oral and nasal cavity. It is not the intention of the author to enter into a discussion as to whether they were bred there or whether they are being held there until their destruction could be accomplished-two much disputed theories at the present time, neither, perhaps, any too well founded on fact-but their presence there in large num-bers, in increasing numbers, should be sufficient evidence to convict their host and sheIterer as an accessory before the fact.
A diseased tonsil, therefore, whether enlarged or not, necessarily stands convicted of being capable of causing numerous otitic suppurations, which I believe to be incurable so long as this offending tonsil is permitted to remain in its fossa, and for this reason I begin my treatment of the otitis by a thorough cleaning of tonsillar fossa and epipharynx. The extracapsular operation in children, and the intracapsular in adults, are my choice. In adults it is frequently not possible to remove the capsule without injury to the pharyngeal aponeurosis, which is usually attached and adherent to the capsule from chronic inflammatory processes, and without exposure of the underlying musculature. I feel that it is wiser to confine the operation within the capsule, under these circumstances.
In this unhesitating complete removal of the tonsil I am not unmindful of its much disputed function, and most highly appreciate the endeavors of the many observers and investigators, the earnest pleas of such men as F'rench and lervey, for conservatism, and the untiring efforts of our esteemed G. Hudson Makuen in his constant endeavor to instill into our minds the fact that the unaltered throat and perfect voice are also important factors in the life and welfare of the individual, and a lack of quotation from their writings I would have construed as being due to limited time and not a failure in appreciation.
Certain it is, however, that if the offehding tonsil has the marked effect upon the growth, hearing and mental development of children as just recently so well stated by D. Braden Kyle, from which there is no retraction, and certain it is, also, that when it has become sufficiently diseased to be the great factor in otitis, it has necessarily ceased functionating, just as any other organ, does when severely diseased, and must be considered a menace, and of no further use to the patient.
Neither am I unmindful of the teaching that at the time of the tonsil and adenoid operation the ear had better be left alone, and subsequently treated on general lines for chronic suppurative otitis media. I shall say, at this point, that a tonsil operation should never be done during an attack of acute otitis.
I do not believe much can be gained in any discussion by the citation of individual cases, and shall not do so, but wish to present a series of twenty-two patients, with thirty-one discharging ears, discharging from two months to two years, in which treatment was given at the time of the tonsil and adenoid operation. These ears showed various germ infections, mostly staphylococcic and streptococcic, several with m'ixed infections, one of colon bacillus, and two postscarlatinal. Thirtyone ears are not a sufficient number to put the method upon a sound basis, but the results have been so universally satisfactory that I desire to present them to you.
Reasoning from the fact that infecting materials are more easily driven into the tube when perforation of the tympanum exists, the method appears to be contrary to the rule. I wish to say that the treatment has not been tried in acute suppurative otitis media without perforation, the tonsil operation having been deferred until the otitis has been cured, either by primary incision or spontaneously, when the ear probably will not need any further attention. To the present time it has been tried only on the chronic case with perforation present, and is based upon the principle that the whole air conducting mechanism of the ear has been infected, from the pharyngeal orifice of the eustachian tube to the meatus of the external auditory canal, and must be wholly asepticized at the same time.
METHOD.
Immediately after the tonsil operation the ear canal is wiped free of all discharge and the condition of the tympanum and middle ear cavity carefully determined as far as possible, If, as sometimes happens, the greater part of the tympanum has been lost, access to the tympanic end of the tube is considered sufficiently well established, but if only a small perforation is present, a long posterior incision is made, with an attempt to include the perforation in the incision. If this is not possible, owing to anterior location of the perforation, it is disregarded. After gentle aspiration with a Siegle otoscope, the canal is again dried. A five per cent alcoholic solution of iodin is freely placed into the canal, permitting it to flow through the perforation or incision into the middle ear cavity; and it is surprising with what ease it apparently finds its way down the eustachian tube, by the favorable position of the head, not being retarded by air pressure. It may be found necessary to gently use the otoscope, alternately making pressure and suction. After a few moments a dry gauze pack is placed in direct contact with the drum, not too tightly, but sufficiently snug to prevent the passage of air upward through the tube and out through the canal. In about forty-eight hours the pack is removed.
Of the thirty-one ears thus operated, only four had not ceased to discharge at the time the pack was removed. One of these ceased after six days. The remaining three were the one colon bacillus and two scarlatinal. The colon bacillus ear ceased after four weeks; one scarlet fever after two months, while the other scarlet fever has not ceased after one and a half years, having been subject to several exacerbations during this time. In some of these cases granulation tissue was present in the middle ear cavity, which did not seem to retard the cessation of the otorrhea, but added considerably to the difficulty in properly filling the cavity with the solution. Small perforations closed very kindly under the stimulating effect of the iodin and pack, as did also the incisions. Several large perforations required some stimulating treatment afterwards, while a few very large ones I have not been able to close, even in the presence of what appears to be a dry ear. In the scarlet fever ear still discharging, the greater part of the tympanum was lost, with necrosis of the ossicles, and some more radical procedure will be necessary for this ear.
Details of the hearing present in these ears before and after operating would consume too much time, and for the sake of brevity these are omitted. As a class of suppurating ears in which usually considerable hearing had been lost, the great majority showed improvement that was very gratifying, while a few were not improved, notably one ear in which otorrhea had been present for over two years. In no ear was there less hearing after operating than before, another gratifying feature, in view of the fact that with the persistence of the ,otorrhea further loss would necessarily have taken place. Naturally, one would inquire if the control of the otorrhea is to be permanent. The usual difficulty of following cases is
